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1. Update on Federal Diabetes Budget 
  
A U.S. House of Representatives subcommittee in charge of appropriations (funding) proposed increasing the federal investment for 
the Division of Diabetes Translation at the Centers for Disease Control and Prevention (CDC) and the National Institute of Diabetes 
and Digestive and Kidney Diseases (NIDDK) above last year's and what the President proposed earlier this year. 
 
In his opening statement, subcommittee Chairman David Obey (R-WI) discussed the importance of thinking about where we will be 
10 years from now as the budget in considered.  According to current CDC estimates, diabetes prevalence is increasing by 
approximately 8% each year.  If left unchecked the United States could be looking at over 56.7 million individuals with diabetes and 
147 million with pre-diabetes in the year 2018.  The proposed increase in diabetes funding would go a long way to combat this 
public health crisis.   
 
What does this funding do?  
 
* Helps communities thrive. For example, in Missouri diabetes-related healthcare specialists focusing on diabetes 
patients were able to increase dilated-eye exams by 190%, foot exams by47% and the setting of self-management goals by 37% 
over a three-year period. These results have led to healthier lives for the people reached by this program. 
 
* Keeps children healthier. Research at NIH has led to the reduction of birth defects in mothers with type 1 diabetes. Thirty 
years ago, major birth defects in the children of mothers with type 1 diabetes were three times higher than the rate in the general 
population. Today, due to research about tight control of glucose throughout the pregnancy, the risk of birth defects, miscarriage 
and newborn death is now in a range near that of the general population.  
 
The House Appropriations Committee is scheduled to meet, June 14.  After the hearing, American Diabetes Association (ADA) will 
have an update on the progress made to increase the money spent on diabetes research and prevention, and how you can lend 
your voice to this important fight.  
  
Contact these two websites for additional information: http://main.diabetes.org/site/R?i=XLF4wzD7kg6DzkchiIKYWQ and  
http://main.diabetes.org/site/R?i=iKWpV0UQMrJ9AL4sIHbmdA. 
 
2. Two New MFFH Grants in Tobacco Control 
 
Effective today, the Missouri Foundation for Health has released two grant Requests for Applications related to tobacco control.  
 

1) Eliminating Tobacco-Related Disparities  
 

Deadline: August 2, 2007 
 
Anticipated Award: November 2007 
 
Organizations may apply for up to 18 months of funding to support their proposed activities. The funding requested cannot 
exceed 25% of their annual operating budget per year.  
 
MFFH is specifically looking for applicants who will:  

 Identify and quantify tobacco-related disparities and health needs within a particular community; 
 Work with the targeted community and other partners to examine options for meeting the identified needs through 

specialized programming; and 
 Implement and evaluate the effectiveness of the program developed.  

 
2) Support for Local Tobacco Control Policy Change  
 
No submission deadlines - This RFA is ongoing.  
 
Organizations may apply for up to $75,000 for up to 12 months or 25% of their annual operating budget, whichever is less.  
 
Details are available from their website at http://www.mffh.org/tobaccoabout.htm.  Note that the MFFH grant service area is 
not statewide. The counties within their service area are shown in the map. 
 
Contact the following for additional information: 
Stanley R. Cowan, R.S. 
Community Tobacco Use Prevention Program Coordinator 
Bureau of Health Promotion 
Missouri Dept of Health & Senior Services 

http://main.diabetes.org/site/R?i=XLF4wzD7kg6DzkchiIKYWQ
http://main.diabetes.org/site/R?i=iKWpV0UQMrJ9AL4sIHbmdA
http://www.mffh.org/tobaccoabout.htm


P. O. Box 570 
920 Wildwood 
Jefferson City MO 65102-0570 
 
573-522-2820 toll free 1-866-726-9926 
Fax 573-522-2856 
E-mail stan.cowan@dhss.mo.gov  

 
3. Step Out to Fight Diabetes Walk & Run Saturday, October, 2007 
 
Register and participate in the Step Out to Fight Diabetes Walk Saturday, October 6th, 2007.  Access www.diabetes.org/stepout
for more information and a registration form. 
  
4. National Scorecard of US Health System Performance 
 
http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=494551&refresh=1
 
Browse Charts by Title 
 
http://www.commonwealthfund.org/chartcartcharts/chartcartcharts_list_more.htm?page_num=4
  
The Commonwealth Fund Websites - see attached pdf State Score for Missouri 
 
5. AHRQ's Annual State Snapshots on States' Gains and Lags in Health Care Quality  
 
Press Release Date: June 11, 2007  
 
New State Snapshots released by the federal Agency for Healthcare Research and Quality (AHRQ) show States have made 
promising gains in health care quality while identifying needed improvements in areas ranging from cancer screening to 
treatments of heart attack patients. 
 
AHRQ's State Snapshots Web tool was launched in 2005. It is an application that helps State health leaders, researchers, 
consumers, and others understand the status of health care quality in individual States, including each State's strengths and 
weaknesses. 
 
The 51 State Snapshots-every State plus Washington, D.C.-are based on 129 quality measures, each of which evaluates a 
different segment of health care performance. While the measures are the products of complex statistical formulas, they are 
expressed on the Web site as simple, five-color "performance meter" illustrations. 
 
For a subset of 15 "State Rankings for Selected Measures," chosen to represent a broad range of common diseases, the 
State Snapshots highlight specific State strengths. No State is good at everything, however, and the State Snapshots point 
out areas in which States need improvement. 
 
The data, drawn from AHRQ's 2006 National Healthcare Quality Report, come from various data sources that cover multiple 
years. The statistics provide State-specific information but also underscore the reality that some shortcomings in health care 
quality are widespread. On average, for example, States reported that only about 59 percent of adult surgery patients 
insured by Medicare receive appropriate timing of antibiotics.  
 
The State Snapshots provide summaries that measure health care quality in three different contexts: by types of care (such 
as preventive, acute, or chronic care), by settings of care (such as nursing homes or hospitals), and care by clinical area 
(such as care for patients with cancer or respiratory diseases). After selecting a State on a national map, users may view 
whether that State has improved or worsened compared to other States in a particular area of health care delivery. The 129 
measures range from preventing bed sores to screening for diabetes-related foot problems to providing antibiotics quickly to 
hospitalized pneumonia patients. The State Snapshots also allow users to compare a State's performance against other 
States in the same region, plus how a State compares against "best performing States." 
 
The State Snapshots Web site also offers these options for data searches: 
 
*      Strongest and Weakest Measures: This section summarizes areas in which a State has performed well compared to 
other States, plus areas in which a State's scores are comparatively low.  
 
*      Focus on Diabetes: Underscoring the need to confront a disease now afflicting more than 18 million Americans, this 
section illustrates how States compare in quality of care, treatment variations, and health care spending for diabetes.  
 

http://www.diabetes.org/stepout
http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=494551&refresh=1
http://www.commonwealthfund.org/chartcartcharts/chartcartcharts_list_more.htm?page_num=4


*      All-State Data Table for All Measures: With more than 5,000 entries, this downloadable spreadsheet includes all 129 
individual performance measures for each State.  
 
AHRQ's annual State Snapshots is based on data drawn from more than 30 sources, including government surveys, health 
care facilities and health care organizations. To access this year's State Snapshots tool, go to http://statesnapshots.ahrq.gov
And  http://statesnapshots.ahrq.gov/. 
 
The release of this year's State Snapshots is complemented by the launch of NHQRnet and NHDRnet, a pair of new, 
interactive Web-based tools for searching AHRQ's storehouse of national health care data. These online search engines 
allow users to create spreadsheets and customize searches of information in the 2006 National Healthcare Quality Report 
and the 2006 National Healthcare Disparities Report. To access AHRQ's new NHQRnet, go to http://nhqrnet.ahrq.gov
http://nhqrnet.ahrq.gov/
 
For NHDRnet, go to http://nhdrnet.ahrq.gov or http://nhdrnet.ahrq.gov/
 
For more information, please contact AHRQ Public Affairs: (301) 427-1855 or (301) 427-1998 or Edwin M. Galan, MSN, MA, 
ARNP, FNP-C, CAPT, USPHS, DHHS, OMH Coordinator Region VII 
 
Please see your State rankings at:  http://statesnapshots.ahrq.gov/statesnapshots/index.jsp
  
6. Improved Diabetes Care in Community Centers Seen to Be Cost-Effective 
 
Reuters Health Information 2007. C 2007 Reuters Ltd.  
 
By Michelle Rizzo 
NEW YORK (Reuters Health) Jun 06 - Multiple improvements in diabetes care occurred during the first 4 years of the Diabetes 
Health Disparities Collaborative (HDC) program, a national collaborative quality improvement initiative conducted in community 
health centers. According to authors of the study published in the June issue of Health Services Research, these improvements will 
be cost-effective in the long run.  "Deficiencies in the quality of care of chronic conditions such as diabetes are well recognized as a 
major public health problem," Dr. Elbert S. Huang, of the University of Chicago, Illinois, and colleagues write.  "Concerns regarding 
these deficiencies have led to significant public investment in quality improvement (QI) programs and related disease management 
programs," they note. "One of the longest-running national QI programs is the HDC initiated in 1998 by the Health Resources and 
Services Administration's Bureau of Primary Health Care in federally qualified community health centers." 
 
The researchers examined the cost-effectiveness of improving diabetes care under the HDC. Data on the impact of the Diabetes 
HDC program were obtained from a serial cross-sectional follow-up study (1998, 2000, 2002) of the program in 17 Midwestern 
health centers.  Multiple processes of care improved significantly from 1998 to 2002.  Specifically, improvements were observed in 
annual glycosylated hemoglobin testing (HbA1c) (71% to 92%), lipid testing (52% to 70%), microalbumin assessment (15% to 
44%), and eye exams (25% to 44%). Prescribing ACE inhibitors (33% to 55%) and aspirin (22% to 45%) also increased 
significantly.  Significant improvements were also observed in several risk factor levels, including mean HbA1c and cholesterol 
levels. 
 
With these improvements, the HDC was estimated to reduce background retinopathy (56% to 54%), proliferative diabetic 
retinopathy (32% to 31%), and blindness (17% to 15%). The lifetime incidence of end-stage renal disease (18% to 15%) and 
coronary artery disease (28% to 24%) were also reduced.  The team reports that the incremental cost-effectiveness ratio was 
$33,386 per quality-adjusted life year (QALY). 
 
"The improvements in diabetes care produced so far by the Diabetes Health Disparities Collaborative from 1998 to 2002 in 
community health centers are cost-effective at a level comparable to that of other heath care technologies," Dr. Huang said in an 
interview with Reuters Health.  "The improvements, if sustained, are expected to reduce lifetime probabilities of end-stage renal 
disease, blindness, and heart disease at a reasonable cost," the researcher noted.  Dr. Huang pointed out that the study has 
important implications for current public investment in health care.  "There have been few attempts to assign a dollar value to a 
program that improves the delivery of existing medications and diagnostic tests," Dr. Huang explained. "This is more commonly 
done for new medications and diagnostic tests," he said. "This study shows that improving diabetes care through quality 
improvement programs is economically valuable for society as long as improvements are made in multiple areas of care and as long 
as the improvements are sustained over time."  There's the rub. "Sustaining improvements over time is the real challenge that we 
face in a fractured health care system where patients with chronic diseases are at risk for interruptions in their treatments," Dr. 
Huang concluded. 
 
Health Serv Res 2007. 
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MISSOURI

Dimension and Indicator Year
State 
Rate

All States 
Median 

Rate
Top 5 States 
Average Rate

Best State 
Rate Rank

30
2002 220.7 176.7 81.3 54.9 26

2001–2004 18.7 15.5 10.8 9.1 25
2003 8,084 7,278 4,610 4,069 35
2003 17.8 17.6 13.8 13.2 28
2000 19.4 16.1 8.7 8.3 37
2000 12.9 11.7 7.5 6.7 35
2004 26.6 26.9 20.1 18.3 24
2004 3,559 3,706 3,216 3,034 15
2003 5,990 6,070 4,828 4,530 24

45
2002 111.0 96.9 74.1 70.2 35
2002 8.5 7.1 4.8 4.3 42
2002 26.1 25.3 19.9 16.2 33
2002 21.3 20.0 16.3 15.3 39
2004 17.8 15.3 11.5 10.8 44

a Data available for 47 states.
b Data available for 50 states.
c Data available for 33 states.
d Data available for 36 states.
e Data available for 48 states.

Note: Refer to Appendices B1 and B2 in the State Scorecard  for indicator descriptions and data sources.

AVOIDABLE HOSPITAL USE & COSTS

Percent of long-stay nursing home residents with a hospital admissione

* The equity dimension was ranked based on gaps between the most vulnerable group and the U.S. national average for selected indicators. Comparisons were made by 
income, insurance, and race/ethnicity. Refer to Equity section in State Scorecard Data Tables  for these calculations.

Total Medicare (Parts A & B) reimbursements per enrollee
HEALTHY LIVES

Infant mortality, deaths per 1,000 live births
Mortality amenable to health care, deaths per 100,000 population

Breast cancer deaths per 100,000 female population
Colorectal cancer deaths per 100,000 population
Percent of adults under age 65 limited in any activities because of physical, mental, or emotional problems

Total single premium per enrolled employee at private-sector establishments that offer health insurance

Percent of nursing home residents with hospital readmission within three monthse

Hospital admissions for pediatric asthma per 100,000 childrenc

Percent of asthmatics with an emergency room or urgent care visit in the past yeard

Medicare hospital admissions for ambulatory care sensitive conditions per 100,000 beneficiaries
Medicare 30-day hospital readmissions as a percent of admissions

Percent of home health patients with a hospital admission



Indicator
Insured  Adults 194,105 more adults (ages 18–64) would be covered by health insurance (public or private), 

and therefore would be more likely to receive health care when needed.
Insured Children 39,278 more children (ages 0–17) would be covered by health insurance (public or private), 

and therefore would be more likely to receive health care when needed.
Adult Preventive Care 198,267 more adults (age 50 and older) would receive recommended preventive care, such 

as colon cancer screenings, mammograms, pap smears, and flu shots at 
appropriate ages.

Diabetes Care 72,815 more adults (age 18 and older) with diabetes would receive three recommended 
services (eye exam, foot exam, and hemoglobin A1c test) to help prevent or delay 
disease complications.

Childhood Vaccinations 15,666 more children (ages 19–35 months) would be up-to-date on all recommended 
doses of five key vaccines.

Adults with a Usual 
Source of Care

286,429 more adults (age 18 and older) would have a usual source of care to help ensure 
that care is coordinated and accessible when needed.

Children with a Medical 
Home

185,823 more children (ages 0–17) would have a medical home to help ensure that care is 
coordinated and accessible when needed.

23,842 fewer hospitalizations for ambulatory care sensitive conditions would occur among 
Medicare beneficiaries (age 65 and older) and 

$107,868,000 dollars would be saved from the reduction in hospitalizations.
4,103 fewer hospital readmissions would occur among Medicare beneficiaries (age 65 

and older) and 
$42,741,000 dollars would be saved from the reduction in readmissions.

4,096 fewer long-stay nursing home residents would be hospitalized and
$35,237,000 dollars would be saved from the reduction in hospitalizations.

Mortality Amenable to 
Health Care

2,250 fewer premature deaths (before age 75) might occur from causes that are 
potentially treatable or preventable with timely and appropriate health care.

MISSOURI: Estimated Impact of Improving State Performance

Hospitalization of Nursing 
Home Residents

For more information, see Methodology and Sources Used in State Scorecard Impact Calculations.

NOTES: Estimates of improvements in state performance were calculated as follows: for each indicator, the difference between the best-performing state's 
rate and the subject state's rate was multiplied by the applicable subpopulation of individuals in the subject state. (For the readmissions indicator, the 
difference in rates was multiplied by the applicable number of Medicare hospitalizations in the subject state.) Medicare cost-savings from reduced 
hospitalizations were calculated using the average cost of the applicable hospitalizations in the subject state. Calculations do not account for potentially 
interactive effects of indicators (e.g., insurance coverage increases the likelihood of having a usual source of care and receiving preventive care).

If MISSOURI's performance improved to the level of the best-performing state for this indicator, 
then:

The State Scorecard  enables states to compare their performance with those of other states across key indicators of health 
system performance. It provides states with achievable targets for improvement by assessing each state’s performance 
compared with the best performance attained by a state. By moving toward benchmark levels of health system 
performance, states could save lives, improve access to and quality of care, and reduce unnecessary spending.

The table shows the estimated impact if this state’s performance improved to the rate of the best-performing state for 11 
Scorecard  indicators. (Refer to this state’s individual performance profile to see actual rates.) These examples illustrate 
only a few important opportunities for improvement in a state. Because some indicators affect the same individuals, these 
numbers should not be added. 

Preventable Hospital 
Admissions

Hospital Readmissions

http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=494551
http://www.commonwealthfund.org/improvementcalcs/improvementcalcs_show.htm?doc_id=501846

